




Mother-to-child transmission of HIV (MTCT) and maternal mortality, have garnered increased 
global attention and are eliciting implementation of necessary interventions. Each day there are 
new cases of HIV among children globally, with the highest incident rates occurring in Sub-
Saharan Africa. Prevention of mother-to-child transmission of HIV (PMTCT) is a practical 
intervention that averts transmission from mother to offspring. The United Nations and other 
partners are dedicated to eliminating new cases of HIV infections among the target populations. 
In the bid to prevent MTCT in the Sub-Saharan African region, women face certain gender-
based obstacles.  It is evident that men have a key role to play if MTCT is going to be an issue of 
the past. Low male participation in interventions that improve the health of their partners and 
children is linked to cultural, health systems, and socioeconomic barriers. Increased male 
involvement in HIV prevention and treatment efforts for both mother and child can lead to a 
decline in HIV transmission rates as well as improved health outcomes for families and the 
society in general. Total elimination of MTCT will require the complete support of male partners 
in various interventions. 
“If we are truly interested in creating a broad-based global response to the elimination 
of paediatric HIV, we cannot exclude half the population. We must rally men to the cause 
and demonstrate the benefits of gender equality, shared decision-making, partnership 
and non-violence – to themselves and their families. (Hence,) efforts must be taken to 
secure the involvement and support of men in all aspects of and to address HIV-and 
gender-related discrimination that impedes service access and uptake as well as client 
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HIV is one of the most challenging health issues ever confronted by humanity. This 
infection has scourged populations worldwide particularly in low and middle income countries 
(LMICs). Providing widespread treatment and care for people in need is gradually making its 
way to the top of the agenda of many national governments. Ministries of health, international 
agencies, philanthropies, non-government organizations (NGOs), and civil society organizations 
(CSOs) are some of the stakeholders that are channeling resources to address the spread of the 
virus and mitigate its consequences, particularly among women and children. Both mother-to-
child transmission (MTCT) of HIV, also known as onward or vertical transmission, and keeping 
the mothers alive, have garnered increased global attention and are eliciting implementation of 
necessary interventions. Prevention of mother-to-child transmission (PMTCT) of HIV is an 
intervention that curbs onward transmission of HIV (from mother to offspring).   
The international community including PMTCT partners are making concerted efforts to 
eliminate MTCT altogether. The Global Plan towards the elimination of new HIV infections 
among children by 2015 and keeping their mothers alive (Global Plan) is a set of interventions 
targeted at averting perinatal HIV altogether and significantly reducing maternal mortality 
(UNAIDS, 2011b). Uptake of PMTCT services has improved in some Sub-Saharan settings 
resulting in significant declines in new HIV infections among children. Global elimination of 
mother-to-child transmission (EMTCT) of HIV and averting maternal death depends on the 
active involvement of all members of the society, especially the men. Most Sub-Saharan African 
settings are patriarchal in nature, the men are the heads of the family and most decisions lie with 
them including health care options for both women and children (Integrated Regional 
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Information Networks [IRIN], 2013; Shisana & Davids, 2004; Wodi, 2005).  A good number of 
unsafe sexual practices take root in patriarchal settings that endorse male superiority; and male 
dominated houses of assembly enable the enactment of “gender-insensitive and gender biased 
policies” (Shisana & Davids, 2004). Consequently, these factors have contributed to the high rate 
of HIV infections among women in the region (Wodi, 2005) and interference with learning HIV 
status and accessing lifesaving antiretroviral drugs. It is important to engage the help of the male 
partners to ensure that MTCT becomes an issue of the past and that women and children are 
offered better chances of living healthy lives.  
Research Problem 
Mother-to-child transmission (MTCT), also known as vertical or onward transmission, is 
by far the most common medium of HIV transmission for newborns and infants (Deller, 2007; 
United Nations Population Fund [UNFPA], n.d.b) and accounts for over 95% of all new HIV 
infections among children worldwide (Byamugisha, Tumwine, Semiyaga & Tylleskär, 2010). 
Without appropriate care, 33% infants born with HIV will die before they reach their first 
birthday (Joint United Nations Programme on HIV/AIDS [UNAIDS], 2011b)  and in Africa it 
was found that no less than 50% die by age two (Deller, 2006; Newell et al., 2004). In order to 
help avert onward transmission of new HIV infections among children, it is necessary to 
determine the role of men in hindering as well as facilitating women in utilizing PMTCT 
services and identify promising programs that engage male partners (e.g., EMTCT programs). 
Among the issues to consider include: (a) Are the men the reason women refuse to get tested for 
HIV? (b) Are the men afraid of the outcome of HIV testing for themselves, their partners, or 
both? (c) What is the contribution of male partners’ attitudes and behaviors towards HIV 
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screening among pregnant women, unintended pregnancies, and accessibility to sexual and 
reproductive health (SRH) services such as family planning (FP)? 
Purpose of study 
To identify the role of male partners towards the EMTCT efforts in Sub-Saharan Africa 
























 This chapter provides an overview of the current body of knowledge on the research 
topic. First, to indicate the magnitude of the problem, the current trends in MTCT of HIV 
particularly in Sub-Saharan Africa are provided. Since the thesis focuses on the role of male 
partners, this literature review addresses how partners affect women’s health seeking behaviors, 
as well as the uptake of HIV prevention and treatment services in Sub-Saharan Africa. This 
section also contains an overview of studies supporting the benefits of male engagement in 
EMTCT efforts. All the issues in this chapter revolve around MTCT. MTCT occurs when HIV is 
transmitted from an HIV-positive mother to her offspring during pregnancy, labor, delivery, or 
breastfeeding (AVERT, 2013; World Health Organization [WHO], 2010b, 2013b). In addition, 
this chapter addresses the theoretical perspective of the PMTCT interventions, the transition 
from the “prevention” to the “elimination” of mother-to-child transmission (EMTCT) of HIV, 
and the inclusion of a target to address HIV-related maternal mortality. The four- pronged 
approach to PMTCT will also be discussed in detail (USAID, n.d.).  
Literature Search Strategy 
 A search for relevant publications was conducted using search engine filters which 
included Cochrane, Medline, and PubMed. Search terms used in an array of combinations 
included: mother-to-child transmission of HIV, PMTCT, EMTCT, Sub-Saharan Africa, HIV, 
prevention, developing nations, HIV screening, participation, engagement, and male partners. 
Pertinent materials were also accessed through the websites of international agencies such as 
UNAIDS, United Nations Children’s Fund (UNICEF), UNFPA, United States Agency for 
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International Development (USAID), United States Presidents Emergency Plan for AIDS Relief 
(PEPFAR), and WHO.  
Elimination of Mother-to-child Transmission of HIV (EMTCT)  
HIV remains a threat to the wellbeing of a mother, child, as well as the male partner all 
over the world. WHO (2010b, 2012c) identified HIV as the major cause of death among women 
of childbearing age, as well a key cause of maternal deaths in nations with high level of HIV, 
such as South Africa and Zimbabwe. The Center for AIDS Prevention Studies, University of 
California San Francisco (2002) stressed that “HIV-positive women who lack access to HIV 
treatment face a 25% chance of MTCT and an added 12% if the infant is breastfeeding”. In other 
words, if left unchecked, MTCT rate ranges from 15-45% (AVERT, 2013; WHO, 2013c). This 
rate can be lowered to less than 5% with effective strategies (WHO, 2013c) such as an 
antiretroviral (ARV) regimen (AVERT, 2013) or the four-prong approach (USAID, n.d.). 
Global trends in MTCT 
The global picture of HIV infections transmitted from a mother to her child has been very 
grim but is improving. In 2011, approximately 310,000 [280,000-370,000] children became 
infected with HIV globally (UNAIDS, 2013b).  WHO (2013d) as well as UNAIDS, UNICEF, 
and USAID (2004) state that about 1,700 pediatric HIV cases of occur worldwide per day, of 
which between 90% and 95% are acquired through MTCT (Byamugisha et al., 2010; WHO, 
2013d). Besides being the major cause of death among women of childbearing age, HIV is a 
significant cause of maternal mortality (Inter-agency Task Team [IATT] for Prevention and 
Treatment of HIV Infection in Pregnant Women, Mothers, and their Children, 2012). Estimates 
by UNAIDS (2011b) and WHO (2010b) show that in 2009 between 42,000 and 60,000 pregnant 
women died as a result of HIV. One third of the children living with HIV die before age one 
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(UNAIDS, 2011b) and no less than 50% fail to live to their second year of life due to lack of 
HIV prevention and treatment (Newell et al., 2004).  
Maternal death is a strong determinant of child survival (Anderson, Morton, Naik & 
Gebrian, 2007). UNICEF (2012a) identifies women’s health as a common denominator in 
pediatric deaths.  About 500,000 women die each year as a result of childbirth or pregnancy 
related health issues such as HIV. It is established that infants born to women who die stand a 
lesser chance of reaching their first birthday than those whose mothers survive (UNICEF, 
2012a). The good news from UNAIDS (2013c) is that as of December 2012, more than 900,000 
HIV-positive pregnant women globally were placed on ARV regimens. In 2012, there was a 62% 
increase in coverage of ARV programs for PMTCT from about 57% in 2011. Also the mandate 
to administer ARVs to 90% of HIV-positive pregnant women has been attained in four priority 
countries-Botswana, Ghana, Namibia, and Zambia (UNAIDS, 2013c). The IATT (2012) and 
UNAIDS (2012c) also attest to the significant decline in new HIV infections among children 
globally with pediatric HIV dropping by 43% from 2003 to 2011 and with a decline of 24% 
between 2009 and 2011. 
MTCT Trends in Sub-Saharan Africa 
Generally, there has been some progress in the global response to HIV albeit 
compromised by the initial delay in earmarking resources for HIV prevention and treatment in 
Sub-Saharan Africa (Wodi, 2005). This improvement, however, is “fragile and unevenly 
distributed” (WHO, 2011, p.4) with HIV transmission rates increasing in certain countries and 
regions, and too many incidences still occurring (WHO, 2011). The greatest number of pediatric 
HIV cases occurs in Sub-Saharan Africa (WHO, 2012c). About 300,000 [260,000-350,000] 
incidences occurred among children in 2011(UNAIDS, 2012a). Byamugisha et al. (2010) and 
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WHO (2012c) point out that Sub-Saharan Africa accounts for approximately 90% of all the 
pediatric HIV infections globally-about 2 million children.  
President Bill Clinton stressed in his commentary on AIDS at 30 that the inequitable 
distribution of the HIV epidemic is unacceptable. People living in industrialized nations are no 
longer dying from AIDS rather the victims are the residents of resource-poor settings (UNAIDS, 
2011a). Compared to industrialized countries, the decline in pediatric HIV incidences in Sub-
Saharan Africa is not rapid enough to meet the 2015 deadline for the Millennium Development 
Goals (MDGs) – “reducing by at least 90% the number of new HIV infections among children 
(compared with a 2009 baseline)” (UNAIDS, 2013c, p.38; WHO, 2011, p.7). Due to relentless 
PMTCT interventions, MTCT has declined to about 1% in industrialized countries (Tudor Car et 
al., 2011; WHO, 2012c). This is a sharp contrast to the high transmission rates in LMICs where 
uptake of PMTCT services is still unsatisfactory (Johnson, 2009; WHO, 2012c). Sub-Saharan 
Africa, as UNAIDS (2012b) notes, remains the most severely stricken by the global HIV 
epidemic. Reports from UNAIDS (2013e) show that in 2012, about 25 million people were 
living with HIV in Sub-Saharan Africa of which 2.9 million were children. Sub-Saharan Africa 
is described by Shisana and Davids (2004), Johnson (2009), WHO (2009), and Boateng, 
Kwapong, and Agyei-Baffour, (2013), as the one region where women account for the greater 
proportion-nearly 60%-of the HIV epidemic in comparison with men. In fact UNAIDS (2012b) 
statistics show that in 2011 Sub-Saharan African women accounted for a larger proportion (58%) 
of HIV infections and further, 80% of all HIV-positive children reside in this region. This is an 





EMTCT Progress in Sub-Saharan Africa 
For the year 2012, UNAIDS (2013) reported an annual number of 260,000 [230,000–
320,000] pediatric HIV cases in LMICs-though high this represents a 35% reduction from 2009 
thanks to improved interventions. UNAIDS (2013d, 2013e) also reported marked progress in 
preventing pediatric HIV across the Global Plan priority countries in Sub-Saharan Africa. 
[NOTE: The Global Plan (UNAIDS, 2011b) and its priority countries will be discussed later]. 
The 2013 Progress Report on the Global Plan provides the following information on targets 
(listed below) achieved as of May 2013: 
(a) “Reduce the estimated number of new HIV infections among children by 50% from 
2009 levels in at least 10 high-burden countries” (UNAIDS, 2013e). Since 2009, 
pediatric HIV cases were reduced by 50% or more in seven Sub-Saharan African 
countries, namely Botswana, Ethiopia, Ghana, Malawi, Namibia, South Africa, and 
Zambia. The United Republic of Tanzania and Zimbabwe are on track with a 48% 
and 47% decline respectively (UNAIDS, 2013e). In 2012 there were 130,000 fewer 
pediatric HIV infections across the Global Plan priority countries in Sub-Saharan 
Africa, accounting for a 38% decline since 2009 (UNAIDS, 2013d, 2013e).  
(b) “Reduce the estimated number of new HIV infections among children by 50%” 
(UNAIDS, 2013e). Pediatric HIV in 21 countries dropped by 38%, a shortfall of the 
50% target. UNAIDS (2013e) states that accelerated progress is needed in key 
countries such as Nigeria and the Democratic Republic of the Congo in order to meet 
the target (UNAIDS, 2013e).  
(c) “Issue new global guidelines for antiretroviral prophylaxis and antiretroviral therapy 
that recommend simpler and more effective drug regimens and approaches” 
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(UNAIDS, 2013e). WHO has outlined new guidelines on HIV diagnosis, care, 
prevention, and treatment. There are also proposals for improved access and delivery 
of HIV services for women and children (UNAIDS, 2013e). UNAIDS (2013e) 
explains that early HIV treatment, improved therapy course, and new eligibility 
criteria, will help increase the coverage of antiretroviral therapy (ART) for HIV-
positive pregnant women. Added benefits include an increased number of women and 
children placed on HIV treatment and a drop in MTCT (UNAIDS, 2013e). 
(d) “Phase out single-dose nevirapine prophylaxis and adopt more effective 
antiretroviral regimens for women and children” (UNAIDS, 2013e). To avert MTCT 
the priority countries adopted improved ARV options for pregnant HIV-positive 
women rather than the single-dose nevirapine (UNAIDS, 2013e). 
Amid progress in EMTCT in Sub-Saharan Africa, UNAIDS (2013e) still expresses 
concern over the unsatisfactory decline rate in new cases of HIV among women in many of the 
Global Plan priority countries. The slow reduction in maternal HIV infection is worrying due its 
propensity to (a) influence women’s health, (b) increase the need for ARV for preventing vertical 
transmission, and (c) increase the number of perinatal HIV infections (UNAIDS, 2013e). In this 
region of the world, one needs to also consider male partners’ vital role in MTCT and attaining 
the Global Plan targets. Male partners can be instrumental in reducing HIV infections through an 
array of prevention methods such as safe sexual practices, voluntary medical male circumcision, 
and use of ART among discordant couples (UNAIDS, 2013e).   
Granted, fewer children are acquiring HIV infections in the 22 Sub-Saharan Global Plan 
priority countries, the greatest improvement coming from Ghana with a 76% drop in pediatric 
HIV transmission rate since 2009 (UNAIDS, 2013e). South Africa follows closely with a 63% 
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decline-24,000 fewer infections in 2012 than in 2009 (UNAIDS, 2013d, 2013c). Conversely, 
UNAIDS (2013d) reports a slower decline in some Global Plan priority countries and in Angola, 
new HIV infections are on the rise. Nigeria, with the greatest rate of pediatric HIV (nearly 
60,000 cases in 2012) has shown no significant drop in new infections among children since 
2009 (UNAIDS, 2013d, 2013c). As an example, this country may not meet the 2015 global 
target without crucial measures (UNAIDS, 2013d, 2013c).  
UNAIDS (2013e, p.12) indicates that ART coverage among has HIV-positive pregnant 
women “has increased but remains low”. Pregnant HIV-positive women increasingly gained 
access to ART to prevent vertical transmission and for their own health in 2012 compared to 
2009. Coverage levels have exceeded 75% in Botswana, Ghana, Malawi, Namibia, South Africa, 
Swaziland and Zambia resulting in reduced MTCT rates (UNAIDS, 2013d, 2013c). In Kenya, 
Lesotho, the United Republic of Tanzania, and Zimbabwe more than 50% of these women 
receive ART (UNAIDS, 2013e). MTCT rates have declined to 5% or lower in Botswana and 
South Africa.  
However, only half of all breastfeeding HIV-positive women or their children receive 
ART for PMTCT. Breastfeeding is a known key to infant survival and mothers need access to 
ART during this phase. (UNAIDS, 2013d, 2013c). AVERT (2013) stresses that while 
breastfeeding is the best source of nutrition for most babies, it can enable vertical HIV 
transmission. In the absence of ARTs, the risk of pediatric HIV is doubled to about 40% if 
breastfeeding spans beyond two years. Breastfeeding accounts for 5% to 20% of MTCT 
incidents (AVERT, 2013). 
Furthermore, UNAIDS (2013e) noted that while an increasing number of children are 
receiving ART, “access remains unacceptably low” with 7 out of 10 eligible children lacking 
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access to HIV treatment in the Global Priority countries. More than 50% of the eligible children 
in South Africa and Swaziland now have access to treatment (UNAIDS, 2013e). UNAIDS 
(2013d) reports indicate that from 2009 to 2012, the numbers of children accessing treatment 
doubled in Chad, Ethiopia, Ghana, Kenya, Malawi, Nigeria, South Africa, United Republic of 
Tanzania, and Zimbabwe. The number of children who require HIV treatment is directly 
proportional to the decline in new infections. However, earlier diagnosis of pediatric HIV is 
required to ensure timely access to ART. (UNAIDS, 2013d).  Reports by UNAIDS (2013e) 
indicate that the number of women requiring PMTCT services remain “stable but at 
unacceptably high levels”. It is crucial that HIV-positive pregnant women have access to ART 
for their own health. (UNAIDS, 2013d). 
Compared the peak in 1999, there are significantly fewer cases of new HIV infections in 
Sub-Saharan Africa (WHO, 2011). However, new infections are not proportional to the number 
of people placed on treatment and most people who are in need of ART lack access (WHO, 
2011). There is also an unmet need for FP services (UNAIDS, 2013e), the second prong of 
EMTCT. UNAIDS (2013e) has documented that: widespread FP services would lead to a decline 
in pediatric HIV and improve maternal health outcomes; unplanned pregnancies can be avoided 
through the scale-up of optional FP services for all women; and FP empowers women to improve 
their families’ welfare by determining the family size as well as the gap between their children. 
This situation has spurred the global partners to accelerate EMTCT’s progress.  
 Importance of PMTCT Programs 
It is crucial to reduce MTCT particularly in the 22 priority countries where about 90% of 
pregnant women living with HIV reside (UNAIDS, 2013c).  Maternal-child health is linked to 
global development, improved health outcomes of both mother and child, and has a positive 
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impact on a country’s economic status. Women are the bedrock of a thriving society and healthy 
newborns represent the future (Jhpiego, 2013). UNICEF (2013) states that “Ensuring that no 
baby is born with HIV is an essential step towards achieving an AIDS-free generation”. PMTCT 
is a three-fold benefit package that (a) saves the infant’s life, (b) keeps the mother alive by 
providing her with treatment, and (c) prevents the rest of the children in the family from 
becoming orphans (PEPFAR, n.d.). UNFPA states that FP not only empowers women, it reduces 
pediatric HIV as well as maternal mortality and morbidities. About 32% of all maternal deaths 
and 10% of childhood deaths are averted by FP. (UNFPA, 2012b).  
UNICEF (2013) stresses that the most effective way to “eliminate new HIV infections 
among children and keep their mothers alive by 2015” is to ensure that PMTCT is accessible to 
all women in need of care. Increased access to ART by pregnant women living with HIV leads to 
fewer cases of pediatric HIV. Furthermore, PMTCT is acknowledged by WHO (2010b, p.8) as 
“a highly effective intervention and has a huge potential to improve both maternal and child 
health”.  
EMTCT Approaches and Goals 
The four-pronged approach 
The disturbing pediatric HIV transmission rate particularly in Sub-Saharan Africa called 
for an urgent need to come up with practical approaches to eliminate new infections among 
children. In 2001 the United Nations partners developed the Four-Prong Approach to PMTCT 
Strategy, a globally implemented model widely acknowledged for its effectiveness (USAID, 
n.d.). It comprises an array of HIV prevention and treatment plans for mothers and their children 
as well as essential MNCH, family planning, and other SRH services. The approach outlined by 
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IATT (2012, p.5) and endorsed in the Global Plan towards the elimination of new HIV infections 
among children by 2015 and keeping their mothers alive is as follows: 
Prong 1: “Prevention of HIV among women of reproductive age within services related 
to reproductive health such as ANC, postpartum/postnatal care, and other health and HIV service 
delivery points, including working with community structures”. 
Prong 2: “Providing appropriate counseling and support, and contraceptives, to women 
living with HIV to meet their unmet needs for family planning and spacing of births, and to 
optimize health outcomes for these women and their children”.  
Prong 3: “For pregnant women, ensuring access to HIV counseling and testing and, for 
pregnant women living with HIV, ensuring access to the antiretroviral drugs needed to prevent 
HIV infection from being passed on to their babies during pregnancy, delivery and 
breastfeeding”. 
Prong 4: “HIV care, treatment and support for women, children living with HIV and 
their families”. (IATT, 2012, p.5). 











Figure 1. Four prongs to eliminate mother-to-child transmission of HIV and improve maternal health. 
Source: “Preventing HIV and Unintended Pregnancies: Strategic Framework 2011-2015”. by Inter-agency Task 











AVERT (2013) stipulates that for PMTCT programs to curb MTCT, PMTCT and 
antenatal care (ANC) services must be “available, efficient, and accessible”. Women need early 
access to the services and need to participate in PMTCT programs for its entire duration. 
Increasing the number of women who comply with PMTCT interventions is essential to 
eliminating MTCT (AVERT, 2013). Figures 1 and 2 below illustrate the PMTCT continuum or 
cascade of care. However, AVERT (2013) stresses that many women fail to comply with this 
continuum of care. A cross-sectional surveillance study to determine coverage of PMTCT 
services (only pertaining to prong 3) across four countries-Cameroun, Cote d’Ivoire, South 
Africa, and Zambia-indicated an overall coverage estimate of 51% (Stringer et al., 2010). For the 
same study, AVERT (2013) adds that only 1,590 pregnant women living with HIV (less than 
half) complied with the PMTCT stages out of the 3,244 HIV-positive pregnant women who gave 
birth at health facilities that provided PMTCT services. See below Figure 2 that illustrates the 



























Figure 2 depicts the old fashioned approach in that is only addresses the prevention of 
HIV transmission from mother to child (Prong 3). The third prong includes vital antenatal, 
intrapartum, and postpartum care for mother and child (USAID, n.d.). Figure 3 illustrates how 
























Figure 3. The Four-pronged approach to PMTCT Strategy. Source: “Prevention of Mother-to-Child 

















The Global Plan and its Targets 
During the 2011 United Nations General Assembly High Level Meeting on AIDS, 
PEPFAR and UNAIDS launched the Global Plan towards elimination of new HIV infections 
among children by 2015 and keeping their mothers alive (Global Plan) (UNAIDS, 2013d). The 
two main targets of the Global Plan are by 2014 to: (a) “Reduce the number of new HIV 
infections among children by 90%”, and (b) “Reduce the number AIDS-related maternal deaths 
by 50%”. (UNAIDS, 2011b, 2013a). Although applicable to all countries, the Global Plan 
focuses on the 22 countries which account for 90% of new HIV infections among children: 
Angola, Botswana, Burundi, Cameroon, Chad, Côte d’Ivoire, Democratic Republic of the 
Congo, Ethiopia, Ghana, India, Kenya, Lesotho, Malawi, Mozambique, Namibia, Nigeria, South 
Africa, Uganda, United Republic of Tanzania, Swaziland, Zambia, and Zimbabwe. (UNAIDS, 
2013d). 
The United Nations, national governments, international organizations, donor countries, 
philanthropies, health care workers, ministries of health, NGOs, CSOs, academia, and research 
institutions all have a role to play in meeting the plan’s 2015 targets, including the one on HIV- 
associated maternal mortality. The global community recently recognized HIV as a major 
contributor to maternal deaths and not just child mortality, reflected in the related target of the 
Global Plan, which was a significant step forward in linking HIV and maternal health. The IATT 
(2012) states that the Global Plan also serves as a platform to attain the MDGs particularly MDG 
3 (Promote gender equality and empower women), MDG 4 (Reduce child mortality), MDG 5 
(Improve maternal health), and MDG 6 (Combat HIV/AIDS, malaria, and other diseases). The 
Global Plan sets out to accomplish the targets in concert with existing maternal, newborn, and 
child health (MNCH) and FP initiatives (IATT, 2012). The Global Plan is supported by WHO 
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guidance on ART for pregnant women, adults, and children and by the IATT Preventing HIV 
and Unintended Pregnancies 2011-2015 Strategic Framework. This Strategic Framework 
provides guidance on interventions and strategies to avert HIV incidences, especially among 
pregnant women, and unintended pregnancies in HIV-positive women (IATT, 2012).  









Figure 4. The Global Plan: The four-pronged strategy and the targets of the comprehensive approach to the 
EMTCT. Source: “Gateways to integration: A case study from Rwanda”. by United Nations Population Fund, 
International Planned Parenthood Federation, Joint United Nations Programme on HIV/AIDS & World Health 
Organization, 2013. 
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The Global Plan and its framework, as the IATT (2012, p.5) noted, symbolize a strategic 
transition to EMTCT giving rise to viable “new targets and indicators to guide national 
planning”. The plan is cognizant of the importance of improved maternal health outcomes. 
Governments need support to integrate MTCT with sexual and reproductive health (SRH), 
particularly MNCH, FP, and HIV treatment services. EMTCT is necessary for countries to 
achieve the MDGs (IATT, 2012). This can be achieved by recognizing HIV-positive mothers as 
key stakeholders in the plan’s implementation as well as bringing their male partners on board 
(UNAIDS, 2011b). 
Transition from Prevention to “Elimination” of MTCT  
It is important to note the transition from “prevention” to the “elimination” of mother-to-
child transmission (EMTCT). In other words, there has been a global shift from preventing 
mother-to-child transmission of HIV to eliminating such transmission (IATT, 2012). The two 
overall global targets of EMCT are to “reduce the number of new HIV infections among children 
by 90% by 2015’ and “reduce the number of HIV-associated deaths to women during pregnancy, 
childbirth or puerperium by 50% by 2015” (WHO, 2013b, p.4). 
The Strategic Framework 2011-2015 
 The IATT (2012) stresses that eliminating new HIV infections among children and 
keeping their mothers alive can be achieved through the four-pronged strategy. The four-pronged 
strategy endorsed by the IATT (2012) is the basis for the development and implementation of 
national plans. Most guidance on PMTCT/EMTCT has been related to prong 3, including 
recommendations for ART delivery, and infant feeding in the context of HIV.  Prongs 1 and 2 
were less well articulated, leading to development of the Preventing HIV and Unintended 
Pregnancies Strategic Framework 2011-2015, was developed by the IATT Integration Working 
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Group to support implementation of the Global Plan by focusing on these first two neglected 
prongs.  
This strategic framework seeks to strengthen “rights-based polices and programming” 
within health services and the community for Prongs 1 and 2-“preventing HIV in women of 
reproductive age as well as unintended pregnancies in women living with HIV respectively” 
(IATT, 2012, p.2). The framework highlights measures to strengthen programming for Prongs 1 
and 2. It supports service delivery within “stigma-free integrated SRH and HIV services, and the 
community”. The framework maps out “key strategies for linking SRH and HIV, eliminating 
stigma and discrimination”, and the involvement of the community, “male partners, and PLHIV. 
The interventions are targeted at pregnant women, women living with HIV, and their partners. 















Figure 5. Focus populations of the strategic framework 2011-2015. Source: “Preventing HIV and Unintended 
Pregnancies: Strategic Framework 2011-2015”. by Inter-agency Task Team [IATT] for Prevention and Treatment of 









The IATT (2012) stresses that Prongs 1 and 2, as well as safer infant feeding (prong 3), 
and treatment (prongs 3 and 4), are vital for EMTCT and promoting maternal-child health. The 
rationale for prong 1 includes:  
(a) “Maintaining HIV-negative status, especially during pregnancy and breastfeeding 
protects offspring from becoming HIV-positive by eliminating the possibility of vertical 
transmission” and (b) “Primary prevention of HIV improves survival and wellbeing; HIV 
is the leading cause of death among women of reproductive age, contributing 
significantly to maternal mortality” (IATT, 2012, p.19).  
The grounds for prong 2 outlined by IATT (2012) comprise  
(c) “Extensive FP benefits ranging from (i) fewer maternal and newborn deaths and 
healthier mothers and children to increased family savings and productivity, (ii) better 
educational and employment prospects, and (iii) ultimately improvement in the status of 
women” (IATT, 2012, p.27).  
Added justification listed by IATT (2012) for Prong 2 are:  
(d) “Unplanned pregnancies contribute to maternal morbidity and mortality; 27% of 
maternal deaths can be averted by meeting unmet need for FP”; (e) “HIV-related death 
and disability in a HIV-positive mother impacts her child’s survival”; and (f) “Fewer 
unintended pregnancies translate to fewer infants born to mothers living with HIV, thus 
resulting in fewer potentially HIV-positive infants” (IATT, 2012, p.27).  









Figure 6. Framework at a glance. Source: “Preventing HIV and Unintended Pregnancies: Strategic Framework 
2011-2015”. by Inter-agency Task Team [IATT] for Prevention and Treatment of HIV Infection in Pregnant 







The Strategic Framework as the IATT (2012, p.2) notes, is a guide to:  
(1) “Implement a package of services for preventing HIV and unintended pregnancies within 
stigma-free integrated SRH and HIV services”;  
(2) “Utilize key entry points to integrating services for HIV and SRH”; 
(3) “Strengthen national program implementation, including to deliver Prongs 1 and 2 
interventions”; and  
(4) Execute the following five key strategies:  
(a) “Link SRH and HIV at the policy, systems, and service delivery levels”,  
(b) “Strengthen community engagement”  
(c) “Promote greater involvement of men,  
(d) Engage organizations of people living with HIV”, and  
(e) “Ensure non-discriminatory service provision in stigma-free settings”. (IATT, 2012, p.2). 
 
The Role of Men in EMTCT in Sub-Saharan Africa  
Table 1. below illustrates services provided for prongs 1 and 2 and the interventions and 

















Table 1.   EMTCT Services for Prongs 1 and 2 to increase the role of men as facilitators or helpers 
 EMTCT Service Challenges to provision and uptake of services 
Prong 1 Information and counseling to 
reduce the risk of sexual HIV 
transmission 
Sensitivity to discussing sexual matters 
 
Low perception of risk of HIV by women and their 
partners 
 
Inadequate community awareness of vulnerability 
to HIV during pregnancy/postpartum and of 
vertical transmission resulting in insufficient 
demand 
 HIV counseling and testing 
particularly for pregnant, 
postpartum, and breastfeeding 
women and their male partners) 
and referral for or onsite 
treatment 
Reluctance of client or partner to be tested  
 
Fear of discrimination, disclosure and 
consequences, including criminalization 
 
Fear of consequences of disclosure 
 Treatment as prevention  Stigma and discrimination in health care settings 
and elsewhere 
 
Male partner reluctance to learn HIV status 
 
Loss to follow-up 
 STI screening and management Asymptomatic nature of STIs 
 
Lack of awareness of implications of STIs on 
future fertility, HIV acquisition and transmission, 
and infants' health 
 
Inadequate STI management and dual protection 
in ANC and postpartum services 
 Condoms (female and male): 
promotion, provision & building 
skills for negotiation and use 
Inadequate emphasis on dual protection in ANC 
and postpartum services 
 
Lack of understanding that HIV can be 
transmitted or acquired during pregnancy and 
postpartum 
 Gender-based violence  
prevention and impact  
mitigation 
Lack of understanding that gender- based 
violence is a human rights violation 
 
Lack of empowerment to demand cessation of 
gender-based violence 
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Table 1.   EMTCT Services for Prongs 1 and 2 to increase the role of men as facilitators or helpers 
 EMTCT Service Challenges to provision and uptake of services 
Prong 2 Information and counseling to 
support reproductive rights, 
including preventing unintended 
pregnancies 
Sensitivity to discussing sexual matters 
 
Stigma and discrimination in health services and 
the community 
 
Lack of awareness of benefits of family planning 
and availability of services 
 
Fear of violence if partner learns of HIV-positive 
status 
 Clinical management of HIV, 
including treatment as prevention 
Stigma and discrimination in health services and 
the community 
 
Fear of violence if partner learns of HIV-positive 
status 
 
Lack of ability to access services due to social, 
cultural, geographical or economic (user fees, 
long waiting times and cost of transportation) 
barriers 
 
Loss to follow-up 
 Rights-based family planning 
counseling and services 
Package of family planning services for women 
living with HIV not widely available 
 
Insufficient integration of family planning in 
ANC/postpartum, VCT, treatment programs 
 
Sensitivity to discussing sexual matters 
 
Stigma and discrimination in health services and 
the community 
 
Weakness in follow-up post HIV- positive test 
result in family planning services 
 
 
 STI screening and management Asymptomatic nature of STIs 
 
Lack of awareness of implications of STIs on 
future fertility, HIV acquisition and transmission, 




Table 1.   EMTCT Services for Prongs 1 and 2 to increase the role of men as facilitators or helpers 
 EMTCT Service Challenges to provision and uptake of services 
Inadequate STI management and dual protection 
in ANC and postpartum services 
Prong 2 Gender-based violence  
prevention and impact  
mitigation 
Lack of understanding that gender- based 
violence is a human rights violation 
 
Lack of empowerment to demand cessation of 
gender-based violence 
Prongs 1 & 2 package of essential services and challenges. Adapted from “Preventing HIV and Unintended 
Pregnancies: Strategic Framework 2011–2015”. by Inter-agency Task Team [IATT] for Prevention and Treatment 




















HIV testing and counseling 
HIV testing is considered the first and crucial step to avert vertical transmission of 
infection (Larsson et al., 2012). EMTCT programs are built around pregnant women accessing 
HIV prevention and early diagnosis services, and ideally their partners as well. Both partners 
should participate in counseling and screening given the role they both play in the transmission 
of HIV to the child (Deller, 2007), although there has been some concern expressed with some 
negative consequences of male involvement in HIV counseling and testing. HIV testing and 
counseling are pivotal components of PMTCT programs because women who could benefit from 
ART or other interventions to prevent MTCT need to be identified. And also, improved post-test 
counseling for HIV negative women and their partners could help prevent HIV in both partners.  
Moreover, serodiscordant couples could benefit from treatment as prevention (ART lowers viral 
load and prevents onward transmission) if they know their respective status, and agree to 
treatment. 
However, in many Sub-Saharan African countries the HIV screening rates among 
pregnant women are very low, and counseling on HIV prevention minimal. Nigeria for instance 
has one of the highest maternal and infant mortality rates in the world with HIV as a leading 
contributor to these deaths and morbidity (Ndams, Joshua, Luka, Sadiq & Ayodele, 2010; WHO, 
2012d).  As the nation that accounts for 21% of pediatric HIV infections (UNAIDS, 2011b), only 
10% of women in Nigeria are screened for HIV while 90% of pregnant women living with HIV 
lack access to PMTCT services (UNICEF, 2009).  
EMTCT is also challenged by the low HIV testing rates among men in Sub-Saharan 
Africa (WHO, 2012c). It is estimated that only 6.1% of the men in this region have ever been 
tested for HIV and received the results (Nkuoh, Meyer, Tih & Nkfusai, 2010). WHO (2012c) 
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comments on the low testing rates at ANC clinics in Eastern and Southern Africa amid the merits 
of male involvement. Findings from different studies in Zimbabwe (Chandisarewa et al., 2007), 
Kenya (Farquhar et al., 2004), Tanzania (Msuya et al., 2008), and Kenya (Katz et al., 2009) 
indicate testing rates ranging from 8% to 15%. A much lower male testing rate of 3% was 
recorded in another study in Tanzania (Falnes et al., 2011; WHO, 2012c). 
The IATT (2012) stresses the relevance of male partner engagement to Prongs 1 and 2 
and outlines their significant roles in EMTCT efforts. Male participation leads to: a decline in 
gender-based violence (GBV); increased contraceptive use such as condom; widespread uptake 
of SRH services by men; better discourse on family health issues; and decline in STIs (IATT, 
2012). IATT (2012) adds that couples HIV counseling and testing can increase knowledge of 
HIV status and encourage disclosure, promote service utilization such as ART for HIV positive 
serodiscordant partners; and provide support for each other to effectively utilize ART and 
EMTCT interventions. For treatment as prevention, men need to be aware of their status and 
access ART for their own benefit and that of their serodiscordant partner (IATT, 2012).   
Regardless of their HIV status, children born to women living with HIV face a high risk 
of morbidity and mortality. UNICEF (2013) lists socioeconomic factors such as poverty, 
isolation, and distance from health care facilities as obstacles to women from accessing life-
saving care. Lack of male involvement in maternal and child health care is also identified by 
UNICEF (2013) as a major deterrent to HIV screening and health seeking behaviors among 
pregnant women and mothers. Spousal disapproval and stigma have been cited as barriers to the 
uptake of PMTCT services (Larsson et al., 2012). Partners should collaborate to ensure that their 
HIV exposed children are identified early and offered treatment, care, and support throughout 
life (UNICEF, 2013). Male support and involvement in the ANC of their spouses as well as HIV 
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testing and counseling for couples have been identified by Byamugisha et al., (2010) and Peltzer, 
Jones, Weiss, and Shikwane (2011) as factors that could spur the use of HIV prevention 
interventions. Increased male participation is an intervention element that could enhance 
implementation of EMTCT, lead to decreased sexual risk, and increase uptake of and 
commitment to the medical protocol for pregnancy and newborn care (Peltzer et al, 2011; 
PEPFAR, 2010). 
Family Planning  
Most EMTCT efforts are directed at increasing HIV counseling and testing services and 
providing ART to mother and child. However, one often overlooked intervention is preventing 
unplanned pregnancies among HIV-positive women by increasing contraceptive use. (Kim, 
Rinehart & Mazzeo, 2009). Family planning (FP) is an essential component of EMTCT efforts 
that men need to actively engage in for their own health status as well as that of their partners 
and children. UNFPA (2012b) states that addressing women’s need for FP in HIV high-
prevalence countries would lead to 6 million fewer unintended births and 61,000 fewer cases of 
pediatric HIV in 2015. In fact by 2015, improved FP services could prevent 163,000 new cases 
of pediatric HIV globally (UNFPA, 2012b).    
A 2007 USAID-funded study in 14 high HIV-prevalent African countries reviewed the 
theoretical advantages of including FP services in PMTCT programs all through the year. Results 
indicated that FP components in PMTCT interventions can significantly preserve the lives of 
thousands of women and children (Deller, 2007; Reynolds, Janowitz, Homan & Johnson, 2006). 
Since about 25% of births in Sub-Saharan Africa are unintended, there is a greater chance of 
contraception preventing further HIV transmission (Deller, 2007; Family Health International 
[FHI], 2006; Reynolds, Steiner & Cates, 2005;UNFPA, 2012a; IATT, 2012)-in fact “an addition 
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of over 160,000 HIV-positive births averted annually” (Deller, 2007; Reynolds, Steiner & Cates, 
2005). Despite the lack of widespread FP services in Sub-Saharan Africa, Wilcher and Cates 
(2009) indicate the possibility of contraceptive uptake in the region averting 22% [about 
173,000] of perinatal HIV incidences each year.  
Deller (2007) also stresses the importance of FP for both HIV-positive and HIV-negative 
women during the postpartum period. Proper and consistent condom use is required to prevent 
HIV transmission and other sexually transmitted infections (STIs) as well as unintended 
pregnancy among serodiscordant couples. Other contraceptive methods including the intrauterine 
device (IUD) may be suitable for the woman/couple living with HIV. (Deller, 2007). 
Advantages of Male Participation in EMTCT 
Among the potential benefits of male participation in EMTCT efforts is that men often 
influence women’s access to and utilization of SRH and HIV services (Barker, Ricardo, 
Nascimento, Olukoya & Santos, 2010; IATT, 2012). WHO (2007) and IATT (2012) state that 
male involvement can lead to: (a) reduced GBV; (b) increased contraceptive use; (c) increased 
uptake of SRH services by men; (d) improved communication with spouse or partner about 
health related decision-making; and (e) decreased rates of STIs sexually transmitted diseases. To 
buttress the aforesaid benefits, Byamugisha, et al. (2010) and IATT (2012) stated couple HIV 
testing and counseling can: (a) increase awareness of HIV status; (b) encourage mutual 
disclosure, (c) enhance the uptake of services, including ART for an HIV positive serodiscordant 
partner (when one partner has a different HIV result [WHO, 2012a, 2012b]) and support each 
other to seek and comply with EMTCT services. Furthermore, prophylactic treatment entails 
men being aware of their status and accessing ART, which is to their benefit and that of their 
serodiscordant partners (IATT, 2012).  
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Barriers to Male Involvement in EMTCT Programs in Sub-Saharan Africa 
There are various obstacles to male participation in EMTCT in Africa. Byamugisha et al. 
(2010) and Larsson et al. (2012) cite defunct health systems, socioeconomic, cultural factors, and 
traditional gender structures as significant barriers to male involvement in EMTCT efforts.  
Health System Issues 
Larson et al. (2012) explains that men are signed up for couple HIV testing through their 
pregnant partners with the midwife mandated to convince the male family decision-maker to go 
for couple testing. The author describes this as a daunting undertaking especially for women in 
unbalanced power relationships. Other health system issues identified by Byamugisha et al. 
(2010) include rudeness and maltreatment of the pregnant women by the health workers in the 
ANC clinics, health workers prevent men from entering clinics with their pregnant women, 
charging unofficial user-fees for services, and inadequate space in the ANC clinics. These 
experiences could deter both women and their partners from completing PMTCT services. 
Additional research on the treatment of male partners is needed to fully understand other barriers 
encountered by men. 
Socioeconomic Factors 
As reported by Byamugisha et al. (2010), some African men refuse to accompany their 
partners to ANC visits for socioeconomic reasons. The men state that they cannot afford the 
transportation for two and are too busy trying to make these visits due in part to clinic hours 
often are during working hours and the men are not able to leave their jobs. Therefore they 
neither have the time nor the means to indulge in these health care visits let alone get tested. 
Unfavorable clinic hours and prolonged waiting time could prevent men with tight work or 
business schedules from accessing health care services (Kalembo & Zgambo, 2012). 
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Cultural Constraints  
Cultural issues also hinder male participation (Byamugisha, et al., 2010).  Generally, men 
are less likely to seek any type of health care and especially ANC, which is viewed as a female 
domain (Larsson et al., 2012). In some African settings, male involvement in ANC and EMTCT 
is perceived as superfluous and a women’s business (Peltzer et al., 2011).  Byamugisha et al. 
(2010) present additional cultural issues preventing men from engaging in EMTCT efforts. Many 
men cannot come to terms with the idea of their partners’ exposure to health providers.  Also 
many a time men who accompany their partners to ANC visits are regarded as weaklings. 
Stigma and Lack of Confidentiality 
Findings from a study conducted in Uganda, indicated that HIV related stigma was a 
factor behind lack of male participation in HIV screening and counseling services (Bwambale, et 
al., 2008). Bwamble and colleagues found that more than half of the men feared to test for HIV 
because of the stigma associated with the disease. The male partners dreaded being labeled HIV-
positive because they would be stripped of their social privileges. The men would rather opt be 
screened at faraway HIV testing centers where they were unknown to the residents and 
employees than risk running into familiar faces. (Bwambale, et al., 2008). 
Lack of Education, Awareness, and Communication 
Byamugisha et al. (2010) stated that in a study conducted in Uganda, it was discovered 
that the majority of the respondents (74%) had a “low male involvement index” and only 5% of 
men followed their partners to ANC services. Men with low academic qualifications (elementary 
or no formal education) were less likely to engage in EMCTC services than those with secondary 
education or higher (Byamugisha et al, 2010). Pulerwitz et al. (2010) stated that a Cameroun 
based study showed most women avoided discussing SRH issues with their partner due to 
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embarrassment and fear of infidelity accusations. Theuring et al. (2009) cite lack of knowledge 
of MTCT related issues as a barrier to male partner engagement in PMTCT efforts in Tanzania. 
Lack of education about the benefits of PMTCT services calls for “integrated preventive health 
education” for pregnant women, male partners, and the general public (Kalembo & Zgambo). 
Key Strategies and Promising Practices for Male Participation in EMTCT Interventions 
The merits of male participation in family health care abound, as summarized from 
UNAIDS’ 2012 Global Report. UNAIDS explains that providing services to couples instead of 
separate individuals is linked to behavior change to protect the uninfected partner and can 
significantly reduce the risk of HIV transmission. Further, many countries are currently trying 
out various strategies to promote male partner involvement within service delivery. UNAIDS 
stresses that there are concerted efforts to incorporate male-related services into MNCH and 
other SRH services and potential initiatives include recruiting more male health providers for 
HIV services, offering men’s services in conjunction with MNCH and other SRH services, 
offering men’s services in conjunction with MNCH services, and other SRH services, and 
offering services for couples. (UNAIDS, 2012c). 
Studies in Sub-Saharan countries such as Rwanda and Zambia as reported by UNAIDS 
(2012c) indicate that male involvement led a two-third decline in the number of new HIV 
infections. The findings show that couples counseling must be sensitive to the needs of women 
who may withdraw from EMTCT services if their husbands or partners attendance is mandatory.  






The Rwanda Strategy  
In order to improve HIV services for men while expanding EMTCT services, Rwanda 
has developed a family package of support. Not only does the integrated package of services 
comply with national strategies to prevent pediatric HIV infection, it emphasizes male 
participation and encourages men to partake in HIV counseling and testing (UNAIDS, 2012c; 
UNFPA, International Planned Parenthood Federation [IPPF], UNAIDS & WHO, 2013). The 
Rwandan strategy includes:  
(a) “Promoting HIV counseling and testing for couples as a national strategy”;  
(b) “Mobilizing communities with local authorities and community health-care 
workers”;  
(c)” Capacity building of health care personnel on HIV counseling and testing for 
couples”;  
(d) “Organizing weekend HIV counseling and testing sessions for partners who are 
unavailable on weekdays”; and  
(e)” Introducing invitation letters for male partners”. (UNAIDS, 2012c; UNFPA, IPPF, 
UNAIDS & WHO, 2013). 
 
UNAIDS (2012c) and WHO (2012c) noted that a significant increase in couple testing, 
from a national average of 33% of male partners being tested in 2005 to 78% in 2008 has been 
attributed to the Rwandan family package approach. Further, they found that the number of 
couples tested through the EMTCT program rose from 58,700 in 2005 to 229,200 in 2008. HIV 
testing coverage in Rwanda leapt from 10% of the total number of pregnant women in 2002 to 
50% in 2005 and 75% in 2008. Finally, the prevalence of HIV among pregnant women and their 
male partners also dropped from 9.1% in 2003 to 3.0% in 2008 among pregnant women and 
from 10.2% in 2003 to 3.1% in 2008 among male partners. (UNAIDS, 2012c & WHO, 2012c). 
Male partner participation, as stressed by IATT (2012), is crucial for the implementation 
of Prongs 1 and 2 of the Global Plan. It was noted that men should access services for their own 
health benefits as well as that of their partners and children. Input from the community, as well 
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as the labor and education sectors would help promote the uptake of SRH and gender health 
services. Also, male circumcision, for instance, that exclusively benefits men by addressing their 
SRH and HIV needs could offer avenues to increase their willingness to participate in EMTCT 
programs. In addition, men’s attitudes take a turn for the better when they are involved in 
programs related to HIV, SRH and GBV. (IATT, 2012). 
IPPF (2009) stipulates that in order to actively engage men in EMTCT efforts, it is 
essential for ANC clinics to incorporate essential SRH services for men. It is imperative that 
health care providers are conversant with men’s SRH issues, offer an array of services for 
diverse populations, and refer patients to any relevant service (IPPF, 2009). An integration of 
primary health care and FP services that address men’s SRH needs is outlined in Figure 7. The 
outer and inner circles indicate the type of service and the issues that could be addressed by these 














Figure 7. Essential sexual and reproductive health services for men. Source: “The truth about men, boys, and 










The literature for review included relevant EMTCT policies, research findings, progress 
reports, case studies, especially concerning the influence of male partners, related strategies, and 
promising practices. An array of abstract citations was analyzed through search filters such as 
Cochrane, Medline, Medline Plus, and PubMed.  Search terms included mother-to-child 
transmission of HIV, MTCT, PMTCT, EMTCT, Sub-Saharan Africa, HIV, prevention, HIV 
screening, participation, engagement, and male partners. The search was narrowed down to 
encompass papers that indicated the importance of male involvement in EMTCT in Africa. This 
was followed by a review of the full-text articles of abstracts that met the inclusion criteria.  The 
materials were narrowed down further by year of publication. Mostly publications from year 
2001 and above were selected to allow for any recent development in PMTCT/EMTCT efforts.  
The data culled from each article included: Name of author(s), year of publication, and source.  
Electronic materials were collated from websites of international agencies such as IATT, 
PEPFAR, UNAIDS, UNFPA, UNICEF, USAID, and WHO. Other relevant NGOs and CSOs 
included EGPAF, GNP+, IPPF, and MSH. 
Reference literature included the 2013 Progress Report on the Global Plan, Countdown to 
zero: Global plan towards the elimination of new HIV infections among children by 2015 and 
keeping their mothers alive, Trends in maternal mortality: 1990-2010, Global monitoring 
framework and strategy for the Global Plan towards the elimination of new HIV infections 
among children by 2015 and keeping their mothers alive, Preventing HIV and Unintended 







 Every individual has the right to a healthy and fulfilling life, especially our children who 
are yet to make their mark on earth. What better way to achieve this than to create an AIDS-free 
society especially in resource-poor settings.  As stated earlier, the global community was slow in 
their response at the onset of the HIV epidemic. UNAIDS noted that “a defining feature of the 
first two decades of HIV was the common failure of our leaders to put scientific knowledge to 
use” (UNAIDS, 2011a, p. 16). Also, inadequate condoms supply-“the most basic preventive 
tool”-in countries with rising incidence rates, contributed to the epidemic. The delayed actions 
led to a rapid increase in HIV as well as HIV related deaths and morbidities (UNAIDS, 2011a). 
Nevertheless, it is encouraging to know that HIV has not “faded into global significance” rather 
it continues to “engage the great minds of science, geopolitics, human rights, and social change” 
(UNAIDS, 2011a, p.11). HIV is now recognized as a “civil rights issue” (Wodi, 2005). 
The time has come for all parties to step in and halt the epidemic. EMTCT is finally 
deemed a practical public health goal for the first time in the 30-year history of the global AIDS 
epidemic (EGPAF, 2013). The United Nations Secretary-General, Mr. Ban Ki-moon, admits 
there is a lot to be done in order to prevent new HIV infections, end discrimination, and scale up 
treatment, care, and support (UNAIDS, 2011a). Crucial measures at the community, national, 
and global levels are needed to ensure that new HIV infections are averted and PLHIV are 
offered the best care possible. HIV-positive women and their children face an increased risk of 
HIV transmission during pregnancy, labor, childbirth, delivery, and breastfeeding. This situation 
is very dim for populations residing in LMICs with limited resources. It is essential that these 
vulnerable groups-women and children- are not only provided with the best health care options 
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but that are encouraged to adopt health seeking behaviors particularly in LMCs. Granted 
resources are limited, but as President Bill Clinton rightly suggested we must make the most of 
what we have (UNAIDS, 2011a).  
Deller (2007) and Moss, Clements and Halsey (2003) stated that the majority of children 
born to women living with HIV are uninfected with the virus. Of the children who contract the 
infection, most of the transmissions occur during delivery or shortly thereafter (Boateng, 
Kwapong & Agyei-Baffour, 2013; Moss, Clements & Halsey, 2003). The increased need for 
solutions to MTCT has led global partners to introduce four major PMTCT intervention 
strategies (prongs) whose efficacy lies in their concurrent implementation (UNAIDS, 2011a).  
All four PMTCT program components should be given equal importance “in order to respect 
both the woman and her child’s right to health” (UNFPA, n.d.a). 
From the various literature and studies reviewed, it is apparent that gender inequality in 
Sub-Saharan Africa influences the women’s uptake of EMTCT services. WHO (2009, 2012c) 
recognizes the impact of gender issues on the HIV epidemic and EMTCT interventions. Granted 
resources are earmarked for the reversal of onward transmission of HIV particularly in high-risk 
regions such as Sub-Saharan Africa. However, most EMTCT services are not cognizant of the 
fact that women in Sub-Saharan Africa are bound by various cultural, socioeconomic, religious, 
and marital constraints. WHO (2004) explains that women in monogamous relationships can be 
susceptible to HIV infection due to their inability to negotiate safer sex habits with their partners 
and married young girls are easy victims. Women and girls also face increased risk of HIV 
through sexual violence. Further, WHO (2004) states that they usually lack access to education, 
financial stability, property rights, and legal backing compared to men in the region. Hence, 
many women fail to end relationships even when faced with the risk of HIV (WHO, 2004).  
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As earlier noted, Africa is a patriarchal society where women are oftentimes considered 
second class citizens. Johnson (2009), UNFPA (n.d.a), and WHO (2012c) point out that many 
women in the region are not free to make independent decisions, lack the wherewithal to access 
screening, counseling, ante- and postnatal care, as well as breastfeeding options. In the bid to 
prevent MTCT in the sub-Saharan region, women face certain gender-based obstacles identified 
by Johnson (2009), UNFPA (n.d.a), and WHO (2012c): (a) Inability to negotiate sex or safe 
sexual habits with a serodiscordant partner, which can culminate in her own HIV infection; (b) 
Unintended pregnancies due to a woman’s incapacity to negotiate sex, contraceptive use, or 
access FP services; and (c) Lack of access to prenatal health services due to partners control of 
the family’s resources. In addition, fear of rejection, ostracization, violence, or abuse can hinder 
the uptake of PMTCT services (such as HIV prevention and treatment, as well as AIDS care), 
disclosure of HIV status, or adoption of breast milk substitute (UNFPA, n.d.a, WHO, 2004).  
That being said, it is evident that men have a key role to play if MTCT is going to be an 
issue of the past. Total elimination of MTCT will require the complete support of male partners 
in various interventions. It is important for the ANC clinics to integrate SRH services for men in 
order to increase their current level of involvement in the ANC clinics and then health and 
welfare of their women and children. WHO (2012c) and Peacock, Stemple, Sawires, and Coates 
(2009) explain that SRH services mainly target women, depriving men of the chance to make 
sound judgments on health choices and their roles in improving the family’s health outcomes. 
According to these authors, studies show that given a chance to engage in EMTCT efforts, men 
would play a significant role in enhancing the health of their families and society. 
The importance of engaging men in EMTCT efforts, especially in Sub-Saharan Africa, 
cannot be overemphasized. In these settings, men are the main decision makers in the family. 
52 
 
WHO (2012c) stresses that men’s active role in efforts directed at EMTCT and improving 
maternal-child health outcomes would encourage joint responsibility for family health and speed 
up global progress towards the realization of the MDGs that are “key to national development”. 
WHO (2012c) emphasizes that  
“If we are truly interested in creating a broad-based global response to the elimination 
of paediatric HIV, we cannot exclude half the population. We must rally men to the cause 
and demonstrate the benefits of gender equality, shared decision-making, partnership 
and non-violence – to themselves and their families. (Hence,) efforts must be taken to 
secure the involvement and support of men in all aspects of and to address HIV-and 
gender-related discrimination that impedes service access and uptake as well as client 




















Conclusion and Recommendations 
There is a growing sense of urgency to eliminate new HIV infections among children and 
keep their mothers alive. Global partners have shown their commitment towards reversing the 
HIV epidemic in the 1980s. Attention has shifted from just the mother and the child but now 
includes the role of men in EMTCT efforts. Men must fully engage in the uptake of EMTCT 
services to ensure a continuous and significant decrease in new pediatric HIV infections, and 
improved maternal health, particularly in high prevalence regions such as Sub-Saharan Africa. 
IPPF (2009) recommends that EMTCT interventions should be “culturally, gender and 
age sensitive, confidential, affordable, and accessible”. It is my belief that local leaders should 
prompt men to be more compassionate and involved in the SRH of their partners and families. 
Male partners should be allowed to think over and even “dispute gender norms” as presently held 
in 2013 in the sub-Saharan region. EMTCT services should help men develop skills pertinent to 
“communication, condom use, parenting, and caring”. (IPPF, 2009). 
IRIN (2013) explains that a great proportion of health care facilities in the region are 
populated by female providers and patients which can be a turnoff for the men. As IPPF (2009) 
stated, male participation in EMTCT efforts can be enhanced through establishing male clinics, 
special opening hours for males, and recruiting male clinicians and counselors. As identified 
earlier, some men in Sub-Saharan African settings are often reluctant to deal with female health 
care workers. To aptly tend to men’s health needs, male providers should have sufficient training 
on SRH issues the continuum of care for men with STIs, HIV, and other related heath 
challenges. (IPPF, 2009). HIV remains a sensitive subject (bordering on a taboo) in Sub-Saharan 
Africa so confidentiality and anonymity of individuals is paramount. Health administration or 
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management should tackle issues of stigma and bias and employees should be “empowered to 
offer non-judgmental services” (IPPF, 2009). 
Leadership is also critical to elicit male participation in averting vertical transmission of 
HIV. If our leaders lay down ground rules and are committed to eliminating new infections 
among children, it is very likely that the men would buy into the vision and actively engage in 
EMTCT alongside their partners. Nonchalant attitudes from the top will not do. A considerable 
drop in HIV infections (including among women) has been observed in countries that 
demonstrated a “political will and government commitment to controlling HIV transmission” 
(Wodi, 2005). UNAIDS (2011a) describes the proactive leadership of Uganda’s President 
Yoweri Musevini, who launched a full-scale national mobilization against HIV. Strategies 
included adopting a community approach to reject stigma, free communication on risks and 
behavioral change, and implementing regulations and programs to spur Uganda’s epidemic 
decline during the 1990s in contrast to the rising rates in other Sub-Saharan African countries. 
(UNAIDS, 2011a). Unfortunately, the Uganda AIDS Indicator 2011 shows that between 2010 
and 2011 the country’s HIV prevalence rate rose from 6.4% to 6.7% with more than 500, 000 
HIV infections in the past five years (Pilon, 2012). This downward slope might be partly 
attributed to changes in policies. Senegal is also among the countries whose leader implemented 
effective national programs, jointly curbing numerous new infections during the first two 
decades of the epidemic (UNAIDS, 2011a). Recently, Angolan authorities made a strong pledge 
to upgrade PMTCT and treatment services to guarantee that all children are born free of HIV. 
This renewed undertaking was partly fueled by the fact that of the 22 priority countries, Angola 
is the only one where cases of pediatric HIV increased between 2009 and 2012 albeit there was a 
55% rise in the number pregnant women that tested for HIV (UNAIDS, 2013a). 
55 
 
Ultimately, national governments on their part should also enact laws, regulations, and 
policies to protect the rights of women and children to live HIV-free lives as well as promote 
male participation in EMTCT interventions. The onus lies on the governments in Sub-Saharan 
Africa to shield their citizens, especially women and children, from adverse health outcomes 
particularly given the high rate of HIV infections (Wodi, 2005). A leadership strategy proffered 
by Wodi (2005) is implementing educational intervention programs directed at women and their 
male partners to curb unsafe practices that make women susceptible to HIV infection. Cultural 
and religious norms that hinder uptake of EMTCT services among men and women should be 
abolished, and effective SRH and HIV services for these populations should be delivered. IPPF 
(2009) stresses the necessity of a sound human rights approach in order to effectively address the 
HIV epidemic and its impact. Besides being “fair and just”, this approach elicits the “most 
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